A 67-year-old woman underwent endoscopic cholangiopancreatography (ERCP) for elective exchange of a bile duct stent. The ductus hepaticus communis was stented because of a bilary stricture of unknown aetiology for the first time half a year ago. Multiple previous performed ERCPs were without any complications and show no unexpected findings. The previously placed stent was extracted and replaced by a new 10 French stent. The patient remained stable through the intervention with close monitoring and there were no complications. Immediately after the intervention, the patient developed a progressive dyspnoea. She was tachypnoeic and physical examination revealed subcutaneous emphysema of the thorax and the neck (figure 1). Heart and lung sounds were noticeably decreased. A CT with oral contrast indicated a perforation of the oesophagus as the cause of bilateral pneumothoraces, pneumomediastinum and subcutaneous emhysema (figure 2). The patient was admitted to the intensive care unit where a chest tube was placed and an endoscopic re-evaluation was performed. Intraluminal, there was no hint for perforation. Under non-surgical management, bilateral pneumothoraces, pneumomediastinum and subcutaneous emhysema were regredient and the patient was discharged asymptomatic after 9 days. ERCP is a widely used diagnostic and therapeutic tool in gastrointestinal daily practice. Most complications are rare with a complication rate of 4-10% and a mortality of 0.4%.
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